revealed marked bilateral facial and fifth nerve weakness, wasting in all limb muscles and a flaccid tetraparesis. Reflexes were absent and plantar responses could not be elicited. Sensory examination was normal. The temperature remained normal throughout this episode.
Examination of the cerebrospinal fluid was normal with a protein of 0.3 g/l and no cells. Full blood count and differential, urea and electrolytes, and liver function tests were normal throughout the illness. Acute and convalescent viral and mycoplasma titres, serology, vitamin B12 and urinary porphyrins were normal. Nerve conduction studies were abnormal. Stimulation of the right ulnar nerve above the elbow failed to evoke a potential and at the wrist only a small amplitude potential of 0.8 mV with a latency of 2 ms could be obtained. The left radial sensory action potential was absent.
The nerve conduction studies confirmed the clinical diagnosis of GBS syndrome (Asbury 1981) . Treatment with plasma exchange was started, 4 litres of plasma being exchanged on four occasions over the next 5 days using a Haemonetics model 30 cell separator. Plasma protein fraction (Buminate 5%, Travenol) and fresh frozen plasma were used as replacement fluids, with additional calcium and potassium supplements. There was considerable improvement in power after the initial plasma exchange and by the fourth plasma exchange the patient was fit for weaning off the ventilator and return to the general ward. He continued to improve and walked out of the hospital three weeks after admission.
Discussion
Prolonged ventilation for severe asthma uncomplicated by another disease is unusual, the mean duration being three to five days (Webb et al. 1979) in most studies. In this patient, ventilation was required for 16 days in total and it is very likely that the coincident GBS syndrome was responsible. The diagnosis of GBS syndrome was made in accord with the standard criteria (Asbury 1981), namely a progressive motor weakness and areflexia. Other features strongly suggestive of GBS syndrome include bilateral facial nerve weakness, relative symmetry, eventual recovery and the absence of fever at the onset of neuritic symptoms, all of which were present in this patient. Likewise, the nerve conduction studies were entirely compatible with the diagnosis. Finally, GBS syndrome with normal CSF protein is well recognized.
The diagnosis of GBS syndrome requires exclusion of hexacarbon abuse, porphyria, lead poisoning, poliomyelitis, botulism and toxic neuropathy. Certainly none of the drugs this patient received have been associated with a similar clinical picture.
As the GBS syndrome and acute severe asthma are often preceded by viral infection, it is surprising that the two have not been recorded together before. A polio-like illness after asthma has been noted by Wheeler (1980) but this seems to occur more commonly in children and the clinical picture is different from that described in our case.
Plasma exchange produced rapid improvement in our patient similar to the recovery reported in other cases (Gross et al. 1982) . It has also been used in cases of intractable asthma (Gartmann et al. 1978) but it is not possible to assess its effect in this instance.
This case illustrates the difficulties in making a neurological diagnosis in patients ventilated and paralysed by drugs. It stresses the importance of questioning the cause for prolonged ventilation in acute severe asthma. A case is presented of a young man with Crohn's disease of the penis developing three years after panproctocolectomy for extensive Crohn's disease of the large bowel. Such cutaneous involvement of the genitalia in Crohn's disease is very rare.
Case report
A 26-year-old Caucasian man presented at the Genito-Urinary Medicine clinic with a non-tender penile ulcer of two weeks' duration. Three years previously he had had panproctocolectomy with an ileostomy for extensive Crohn's disease of the large bowel with associated perianal suppuration. He was now free of bowel symptoms and was not receiving medication. 'Accepted 17 May 1984 The ulcer was 2 x 2 cm in size and situated at the lateral aspect of the coronal sulcus ( Figure  IA) . The inguinal nodes were not enlarged, but a perianal granuloma was present.
Serum expressed from the ulcer failed to demonstrate Treponema pallidum on dark ground examination or Mycobacterium tuberculosis or herpes simplex virus on culture. Herpes complement fixation test (CFT) on the blood serum was only positive at a low titre of 1/32, and treponemal serological tests (VDRL/TPHA/ FTA.ABS) together with chlamydial CFT were negative.
Other investigations included a normal haemoglobin (13 g/dl), normal white cell count (9.2 x 109/l) and a raised ESR (33 mm/h). Blood urea and electrolytes were normal but liver function tests showed a raised aspartate transaminase (191 IU/l) and gamma-glutamyl transpeptidase (161 IU/I).
Biopsy of the ulcer was reported histologically as showing a sarcoid-like granuloma with no acid-fast bacilli, and confirmed the diagnosis of Crohn's disease of the penis.
Initially the patient was treated with metronidazole (Flagyl) 400 mg three times daily, but as there was no response after three weeks this was changed to the local application of betamethasone valerate 0. I% cream (Betnovate) three times a day to the ulcer. The ulcer healed completely in eight weeks but with no improvement in the untreated perianal granuloma.
When reviewed after six-months the only evidence of the penile ulcer was a small scar ( Figure IB) but the perianal granuloma remained unhealed.
Discussion
Cutaneous ulceration in Crohn's disease may be perineal, parastomal or metastatic (Mountain 1970) . McCallum & Kinmont (1968) noted skin involvement in 43% of their 138 cases of Crohn's disease, and the subject has been reviewed more recently by Burgdorf (1981) . Metastatic cutaneous ulceration may involve moist areas where two skin surfaces are in apposition (Mountain 1970) or dry, exposed skin (Goolamali & Price 1983 , Tweedie & McCann 1984 . Lesions on the genitalia are rare and were first reported by Parks et al. (1965) . In the present case, the penile lesion was in the moist area where the skin of the prepuce and glans were in contact. There was no oedema or phimosis, as has been described in a similar case (Cockburn et al. 1980 ).
Crohn's disease must be considered in the differential diagnosis of ulcerative genital lesions in patients with a present or past history of the disease. Syphilis, tuberculosis, herpes genitalis, lymphogranuloma venereum, granuloma inguinale, trauma and carcinoma must be excluded. Treatment of cutaneous Crohn's disease is not fully established and has included oral zinc sulphate with concomitant repeated curettage of the ulcer (Mountain 1970) , systemic steroids and local treatment with Milton solution, potassium permanganate solution, lotio rubra and various types of steroid creams. The response to local steroid cream by the penile ulcer in the present case was very satisfactory.
